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Abstract
This article reports on a three year study conducted into the competencies qualified nurses working with people with learning disabilities and a background of offending behaviour within a range of secure settings (community, low, medium and high), perceived as being crucial to their role. A qualitative approach was taken and data were collected via a series of focus groups and individual interviews.  Focus groups were initially conducted in each setting to inform the construction of a semi-structured interview schedule. Thirty-nine interviews were subsequently undertaken with nurses from each setting to develop a fuller understanding of the competencies identified from the focus groups and ascertain if these were influenced by the specific setting which the nurses worked. Data were analysed using qualitative thematic analysis and four competencies encompassing the skills and knowledge nurses perceive as essential to their role emerged: knowledge assimilation and application; team working; communication skills; and decision making. The secure setting influenced how the competencies were manifest in nurses’ practice and experience and practise emerged as crucial variables in how effectively they were applied. Recommendations for application of the research findings in nurse education and further research are made.
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Forensic Learning Disability nurses work with people who have offended or are at risk of offending in low, medium and high secure care, in specialist roles (e.g. forensic liaison nurse), and in the provision of support within community settings (Kingdon, 2009).  There is considerable international variation of the role of forensic learning disability nurses (Kettles et al., 2001), and expressed concerns about scope of practice and regulation (Baxter, 2002). Learning disability nursing in the UK has become increasingly concentrated in the areas of assessment & treatment, secure provision and community nursing, with a small proportion of community nurses having specialized in caring for those with an offending background.  The issue of what constitutes specialist, however, is difficult, with many forensic nurses developing expertise but without formal credentials (Evans and Wells, 2001). Working with learning disabled offenders, nevertheless, has been recognised as having specialist legitimacy (Valuing People Support Team (VPST), 2005), with commissioning services urged to recognize community alongside in-patient services (DoH, 2007). Recent interest in services for those with a learning disability and offending background emerged during the early post-institutional phase (Lindsay and Macleod, 2001), but has been influenced by recognition that some were inappropriately placed in prison (Mottram, 2007; Talbot, 2008) and the criminal justice agencies needed to be better co-ordinated and respond more effectively (Bradley, 2009). Indeed, Jukes (2011) highlights that forensic learning disability nurses need a good understanding of, and be able to apply, relevant legislation, such as the Mental Capacity Act (2005), and be able to facilitate inter-disciplinary and inter-agency team working.  

Forensic learning disability nursing consequently remains an emerging specialty with no clear consensus about the precise competencies required. Mason and Phipps (2010) highlight that, although there has been significant research regarding the skills and competencies used by learning disability nurses in a non-forensic setting, little work has been undertaken with those working in forensic services.  The ways in which learning disability nurses undertake the role may thus depend on their own perception of the job and the influence of the care environment as well as their training and education. Barr (2008) highlights the need to develop a competency framework for learning disability nurses, and, whilst acknowledging the influence of the setting does not advocate specifically tailoring competencies for a forensic setting.  Research undertaken with nurses working in a forensic setting suggests that there are a number of competencies that may be key to successful practice but that how these manifest is mediated by the type of setting in which they are working (Mason and Phipps 2010; Mason, Coyle and Lovell 2008a; Mason, Coyle and Lovell 2008b).  Furthermore, there is also evidence that skills evident in other forensic nursing roles may be transferable to the forensic learning disability role. Dale and Storey (2004) list 45 competency statements produced from research with forensic mental health nurses working in low, medium and high secure settings.  Some factors were common to all three settings, such as team working, balancing care and control; others were setting specific, for example, those working in a high secure setting did not see discharge planning and community support as part of their role.  The proposal that the setting influences the relevance of specific competencies is further strengthened by Mason and Phipps’ (2010) observation that forensic nurses placed more emphasis on physical competencies, such as management of violence, control and restraint, control of medication, risk assessment and risk management than those not working in a forensic setting. 

This article builds on existing knowledge by specifically exploring how forensic learning disability nurses working in high, medium and low secure and community settings perceive their role and the professional competencies they identify as being important in their practice.

Research question
	What competencies do forensic learning disability nurses perceive as being required to work effectively in their particular clinical environment (community, low, medium and high security)?  

Ethical issues
Ethical approval was obtained from the Faculty Research Ethics Sub-Committee at the University of Chester and the South West Research Ethics Committee. Participation was voluntary and all participants were provided with an information sheet explaining: research aims, the interview process, how data would be treated, anonymity and confidentiality issues. All participants signed a consent form prior to participating.  Interviews were run by two principal investigators, audio-recorded, transcribed and assigned a pseudonym to maintain anonymity.  The data was handled in compliance with the Data Protection Act 1998. 

Procedure
The study included all environments, except prisons, where nurses support people with a learning disability and offending background. Qualitative data was collected via focus groups and semi-structured interviews with the aim of eliciting the views of participants with regard to their perceptions of the competencies required for the areas in which they were working at that time. To obtain participants’ personal perceptions, the focus group questions were open and focussed on their current role. The data generated from the focus groups was used to develop an individual interview schedule. This explored learning disability nursing, general issues surrounding learning disability and offending, and the skills, attitudes and knowledge required for the role. The interview schedule was used flexibly to allow participants to reflect on their own experience and provide detailed descriptions of their roles.
Data analysis was informed by Braun and Clarke’s (2006) thematic approach, whereby transcripts were read and re-read to generate initial codes. Links and commonalities between codes were then explored to develop themes.  This approach was chosen for its flexibility but also for its potential for “generating unanticipated insights” (P.97). The software package, MAXQDA (Kuckartz, 2001), was used to organise data and track emerging themes during analysis. 

Participants
Nurses were approached via email by the research team and invited to take part in the study. Participants were interviewed in their workplace during working hours. Access to each service was facilitated locally and all services accommodated the research.
Seven focus groups were undertaken – one from high, one from medium and three from low security settings, and two with community based nurses. The participants at the individual interview stage comprised a purposive sample of 39; this consisted of one registered mental health nurse, one registered general nurse, and 37 registered learning disability nurses (five also registered as mental health nurses or general nurses). There were 8 (20.5%) community nurses working in liaison and other specialist forensic roles from three NHS Trusts, 8 (20.5%) nurses from low secure settings (two NHS and two independent sector units), 16 (41%) within one medium secure service (NHS) and 7 (18%) from high secure care (NHS). 54% of participants aged were between 31-45, 38% between 45-60, and 8% between 21-30. 62% of participants were female and all participants were white British. The mean period of time nurses had worked in a forensic service was 16 years and they had been in their current service on average for 12 years. Demographic data by setting are shown in table 1.

Table 1. Participant demographic data by security setting









Participants’ perceptions of the competencies required for working effectively with people with a learning disability and an offending background emerged as skills that could be taught or learned via training and work experience, and personal characteristics, which were deemed less amenable to teaching.  The personal characteristics were perceived as being part of the nurse as a person; their personal values, attitudes and beliefs emerged as key. This article focuses on the taught skills; the personal characteristics are currently being explored for future publication. Four themes, in the context of training and experience, were produced by thematic analysis: assimilating and applying knowledge; team working; communication skills; and decision-making.

Assimilating and applying knowledge
Nurses working in all settings spoke about the range and depth of knowledge required to be effective in their roles. They highlighted the need for generic clinical and therapeutic knowledge, such as being able to assess patients’ needs, develop care plans and undertake interventions.  However, assimilating knowledge about individual patients, their life course, their offending history and the antecedents to their behaviour was highlighted as particularly important for effective practice: 

“…I mean we’ll look at the history, what the behaviours they present with…who are the risks to, is it to themselves, is it to members of the public, what have the local teams got, what services do they have available, can they manage this person in the community, what is the opinion of the criminal justice system as well?” Barbara (C)​[1]​

Nurses in all settings applied such information to identify when a patient was likely to act out, how to avoid this happening, how to de-escalate incidents and to develop appropriately tailored interventions.  

“I do have a patient at the moment, whose level of understanding I would say is quite low and he is quite or has been in the past quite assaultative. But speaking with him, working with him he seems to have issues around budgeting, understanding the need for that…he’s lashed out and attacked in the shop, which sort of lead through the system as he has (done). You can understand how he hasn’t got that understanding of budgeting and so on and so you work on that” Sharon (H)

Nurses also spoke about specific training they had undertaken and running intervention sessions with patients.  

“I did some CBT (Cognitive Behaviour Therapy) training and some group analytic training… So I got a secondment into Psychological Treatment Service for six months and then for another six.  And I ran a women’s psychodynamic group and I also saw clients individually as well, doing assessment work for that… And I’m also about to finish my CAT (Cognitive Analytical Therapy) practitioner training” Judith (M)

Nonetheless, while knowledge and training provided a foundation to being a learning disability nurse,  nurses working in all settings highlighted that they felt experience and practise was also important in facilitating them being effective practitioners: 

“And the confidence comes from not only years of working with these people, specific people, but the additional knowledge you get from training. I don’t think you realise that through training there is this general building of knowledge, you think ‘oh I’m not sure I know anymore than I did’ but it is the ability to think through something, apply theory and apply your practical experience and come up with a way forward, with a solid reason for doing so… ” Ray (C)

“I think you can, yeah…(learn) from courses. Some of it you need to acquire through practice but it can be taught as well” Graham (M)
	
Knowledge of the law and understanding how legal structures such as courts operate was crucial in enabling nurses to ensure their patients’ interests were properly represented and their well-being facilitated during court proceedings:

“So I spoke to the barrister, and said ‘Well I’m actually very disappointed with the judge about this, and I think…is there any way you can have a word with him about removing the wig and gowns now till the end of the case? You know this is a change that is clearly upsetting the client and he is not going to understand it and he is going to get all agitated again’” Wendy (H)

Community nurses, especially, thought knowledge and training about the criminal justice system and mental health legislation was crucial: 

“So we had specialised training around expert witnesses, around court reporting, things like that.  So that was very important to us; yeah, you need to have knowledge of the Mental Health Act, a pretty sound knowledge.”
 
Additionally, some nurses also said that they that they relied on their intuition whilst acknowledging it was not accepted as an appropriate foundation for practice:

“I’m not sure about how much formal knowledge…it’s more about your ability to be able to identify the nature and degree of someone’s learning disability. I know this isn’t something that’s talked about very often in nursing and is certainly frowned upon, but a lot of it comes down to your intuition as well. It’s about your contact with that client, the knowledge and experience you’ve gained over the years and your understanding of the behaviours that have been carried out, your ability to analyse that in the context of the patient’s needs” Robert (C)

There was evidence that nurses were keen to update their knowledge and skills and actively sought opportunities for continuing professional development:

“Personally I want to learn as much as I can…not just about people with learning disabilities but about people in general, there are so many similarities you know… I have just asked if I can do (a) masters in…learning disability” Yvonne (M)

Indeed, many nurses were multi-qualified and had undertaken additional training and education, which they felt was relevant to their role. 

Team working
Being able to work effectively in teams emerged as something the nurses working in all settings saw as a key competence; this was expressed in terms of working with their peers and nurses in other settings, in multidisciplinary teams for example with psychologists, occupational therapists and doctors.  However, there was evidence that some felt there was a lack of understanding about the roles of nurses working in different settings and that this resulted in resentment:

N. “The community staff there is bitterness, you know between, when your kind of ‘we’re struggling with these people out here, and they won’t take them into… or they won’t accept them or you know they have been there for so many months’ etc …”
I: “So they think that moving people around would resolve that matter?”
N: “Yeah, you know and ‘they are coming back out to the community, they want us to take them back into the community but they have not tested out any of those risks’. Well it was really difficult to test out the risks when you’re working a secure environment.‘“  Wendy (C)

They also highlighted the importance of being able to work with other agencies, especially the police. The multi-disciplinary approach was significant for all nurses, although in the community it was the links with the external agencies, which differentiated them from the other nurses:

“There is…always something going on that needs us to be liaising with another agency” Stuart (C)

Community nurses, furthermore, reported a strong liaison with the wider judicial system, 

“We also have in the past and presently been called to the court as expert witnesses. Within that we link very closely with the Criminal Justice Mental Health Liaison Team…so we do quite a bit of work around them because as soon as they hear ‘Learning Disabilities’ they throw their hands up in panic!” Robert (C)

and needing to learn the ‘rules of the game’ and acquire confidence: 

“… You need to feel confident enough to liaise with the people that are around you, not feel intimidated by the men in wigs, or the women in wigs, which sometimes can be intimidating, you need to be able to be confident enough to stand up and say ‘actually we need to take a break’” Wendy (C) 

Multidisciplinary working was important to nurses in other settings but more in relation to feeling recognized for their contribution, demonstrating the importance of nurses to the other disciplines, particularly medicine: 

“… the doctor does tend to ask very much about the nurse’s point of view, what they think and will take on board their suggestions. Doesn’t always agree with them but he is certainly willing to listen to them. And I like that, I think it’s good because at the end of the day the nursing staff and the support staff are the people that spend the most time with these patients and they know them” Marcus (L)

Communication skills
Verbal and written communication skills were considered essential to effective practice and there was evidence that nurses communicated with a variety of people. This required them to be able to express themselves clearly and succinctly, while remaining sensitive to other people, and to tailor their communication style to the situation. Communication with patients was considered key in building a therapeutic relationship and trust, alongside retaining a professional approach. 

“The softly, softly approach works with some patients and not with others and some patients you have to impose the rules and say ‘well yes I know you can’t do this and this is why’. It is all different with different patients“ Craig (H)

Engaging with patients’ families to elicit their cooperation with staff and the patients’ therapeutic regime emerged as a task that required diplomacy and skilled negotiation:

“I mean I have had some success with the brother; he is on board now, the parents…they don’t want to know. If you have got any sort of professional background or any involvement with the lad from a professional aspect then they don’t want to know” Stuart (C) 

The need to communicate with patients, their families, external agencies, other health professionals, and the judiciary required nurses to be adaptable and they demonstrated that they were comfortable delivering different messages and adjusting their approach accordingly:

“The work that we did there took me down a different road really, and that required a different set of skills really in being diplomatic, I suppose, and involving the right people and being strategic in how you deliver information, so that it isn’t totally ignored or put to one side” Ray (C)

In common with other nurses, this group were required to complete internal patient records; however, specific to this group was the requirement to produce legal reports. Nurses working in the community especially highlighted that they often had to produce reports for court proceedings and that this required high level literacy skills:
 
“Court report writing is different in the fact that you’ve seen nursing notes, you have to make sure…that you are following format that it is in paragraphs, that it is page numbered…that you are stating what the difference is between fact and this is your opinion as a professional, and getting that across” Wendy (C)

Decision-making
There was a wealth of evidence that the nurses felt that decision making was a key competence.  They spoke about making decisions on a daily basis in a variety of contexts including: developing care plans, intervening with patients, and completing risk assessments.  Risk assessment was relevant to nurses in all settings and was taken very seriously, emerging as influencing many of the decisions made regarding patients.  

“I remember somebody saying to me…if your care plans are not good you’re unlikely to lose your job but if you make a mistake with the security then that’s it. So I think, you know, high security and learning disability…there’s always this focus on risk and always...the patient is doubted more than he’s given credit for things’” Joyce (H)

The dichotomy for the nurses was that they recognised that risk taking was necessary in moving patients forward but that they needed to balance what was best for the patient against the possible risks to others, and the consequences to them as a nurse should things go wrong.  

“Accepting the theory of risk in that there is a value in accepting that it’s worth doing in the interest of patient.  To accept that if it went wrong, if I did this and it went wrong how would I explain it?  You make a decision to accept this risk; it was worth doing as something I would do” Joseph (L)

“And we can sometimes think the risks outweigh everything and we can’t try it and I think we’ve all had the same, if we can’t try it here where the hell can we try it?...We have to be able to take risks to actually see whether the person’s risk has lowered so we can move them on.  Until we can quantify that we have managed to lower the risk, they can’t move from here.  So we do have to (do) risk taking. But I think it is decision made risk taking. We don’t just do it willy nilly.  We do discuss it; we do look at the best possible way to do it.  But we have to take risks sometimes.  Of course we have to” Pauline (H)

There was evidence that this resulted in tension:

“I think, you sort of think things in terms of risk all the time, you know, what the level of risk is…when you take them out that’s always at the forefront of your mind, you’re always checking your surroundings…you always worry what could happen. And that’s awful because you’re thinking the worst aren’t you, rather than the best” Marcus (L)
  
Nurses demonstrated that decision-making was not necessarily problematic, but there was evidence of vulnerability and fear of blame if something should go wrong:

N: “Um, well it just seems a hell of a lot of responsibility even for the medics now (being a responsible clinician). I just think, you know, ‘I’m glad your name is on there and not mine’.” 

I:  “Is it the taking of key decisions, because you take enough key decisions anyway, so what would actually alter?”

N: “It’s actually being responsible for, if things do go pear shaped” Barbara (C) 


There was evidence that this influenced some nurses’ practice:

“There is a professional culpability there in terms of if anything goes wrong it falls down to me really.  So there’s a lot more of that goes on and I certainly find I do a lot more around defensible practice than I did in secure services” Robert (C) 

Various strategies were employed to address and cope with the issue of risk; setting was influential regarding which strategy was employed. Ensuring that details regarding how decisions were made and the evidence used to support them were available was one strategy used in secure settings:

“I mean the paperwork assessment is there to assure and to have in place, something that will guard against litigation in my view” Caroline (M)


As well as in the community:

“You need to be personally aware of good record keeping and clear decisions based on clinical need, and the risks that you believe to be the case, and be able to defend it, I suppose.  Every decision you need to be able to defend and have a record of why you did that, why you made that decision” Ray (C)

Another common way of ameliorating the fear of blame was to make team decisions; this meant that one individual was not left exposed if there was an incident.  This was practical in secure settings:

“Where a patient might request something or that you might think…I’m not too sure yet because if you distribute consent, then we’ll discuss it at next ward rounds.  Those sort of things really need the whole team together to discuss. That, for the majority of the time is the way it works.  If you were to make that decision and then something was to happen then it’s just the one person that gave that permission, on that particular shift, on that day, that’s sort of a sitting duck if you like. So we do like to make big decisions on risk and security like that in the team” Trevor (H)

However making team decisions was not always an option for nurses working in a community setting:

“You’re expected to make lots and lots of decisions whilst you’re out there, and I think, not saying it’s easier on the ward but you’ve got a better network of people who you can run things by. Community, the work doesn’t go away, you can’t hand it over to anybody. I think you need to be more experienced, I think you need to be an experienced nurse to work on the community, to work with our client group” Vanessa (C)

Discussion
The competencies identified in this research, assimilating and applying knowledge, communication skills, team working, and decision-making, are perhaps unsurprising; communication, multi-disciplinary working and balancing therapy and security, for example, have been identified in many studies (e.g. Mason and Phipps, 2010; Dale and Storey, 2004; Mason et al. 2008a; Mason et al. 2008b). This research differs, however, by emphasizing the four as over-arching and transferable to many different situations. Many of the competencies described by Dale and Storey (2004), for instance, such as specialist assessment of need, the planning of programmes of care, and the implementation of specific therapeutic interventions to facilitate behavioural self-management (p.169), can be subsumed within assimilating and applying knowledge. However, while the four over-arching competencies were relevant to nurses working in all levels of security, enactment and application varied according to setting. Certainly, it can be argued that these competencies are relevant to all nursing roles and thus represent a set of transferable core skills. What differentiated one group of nurses in this research from another was how the competencies manifest in their practice; this was clearly influenced by the work setting and particular client group.  
The reliance of these nurses on experience, knowledge and training was clear, the latter constituting a platform for their work, though there was little articulation of how this occurs, as illustrated by the assertion by some that aspects of their practice rely on intuition. Here, some failed to recognise that rather than using intuition, as they became more experienced, they were more likely to automatically apply skills and knowledge developed formally through training and informally during their day to day work. One requirement of this group of nurses was developing the expertise to liaise with external agencies and work within the confines of the judiciary system and they spoke about anxiety when first being faced with this.  Such anxieties can be addressed during initial nurse training, for example by teaching protocols and report writing, taking nurses on familiarisation visits, and through targeted training.  Although nurses highlighted that training was valuable, the confidence in being able to apply skills, such as effectively delivering unwelcome messages and speaking authoritatively in court, was perceived as arising from experience and practise. 
Risk taking was a common theme running through focus groups and individual nurses’ narratives and was something they faced daily in a variety of situations.  It is concerning, therefore, that this emerged as a source of significant tension with some nurses being anxious about and avoidant of risk. Nurses spoke about balancing two sometimes oppositional factors; knowing risks had to be taken to move patients forward and to test the effectiveness of interventions against their concern about the repercussions should something go wrong. As well as legitimate concerns regarding safety, the current predominance of litigation is likely to be influential in decision making around risk. There was evidence that nurses believed they worked in a blame culture and feared the consequences should something go wrong. There was a difference in how this affected nurses working in secure and community settings; though the consequences of an incident were serious for all, nurses, in the community, felt more exposed to public scrutiny. A number of strategies were adopted to address decision-making around risk, sometimes through risk avoidance with team decision-making sometimes employed as a safety device. The prevention of incidents and individual blame was significant, but this also contributed to the abdication of responsibility and was detrimental to nurses developing competent judgement and decision-making skills. This accords, to a degree, with the growing critique of risk culture, particularly concerns about recriminations and accountability (Sheldon, 2010), and assessments being unreliable, inaccurate and out-of-date (Langan and Lindow, 2004). 

Nevertheless, some nurses did take risks and were able to articulate the process they followed; this generally involved using evidence and recording exactly how that was used to assess risk. These nurses took a proactive approach to assessing risk and identified that their personal knowledge of the patient, the risk and the possible outcomes, including benefit to the patient were key in their decision making around risk. They were not blasé about risk and spoke about constantly juggling factors and monitoring risky situations; however they highlighted that considering the benefit to the patient was the crucial variable in their decision-making. Being able to effectively deal with risk is a crucial skill for this group of nurses and fully identifying the barriers and enablers is important. Further research with nurses who take risks to identify the specific processes, skills and information they employ when making decisions would be valuable. The findings could then be used to develop specific training in decision making.

Conclusion
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^1	  The security settings are identified as follows: C – community based, L – low secure, M – medium secure, H – high secure.
